In 1973 the Royal College of General Practitioners 2 suggested that one of the special features and characteristics of general practice is that the 'field of work will be illnesses and social problems that might be expected to occur in a population of about 2,500 persons.'
Attempts have been made to estimate the extent to which such social problems might be expected to occur in the 'average' practice, and a summary of these estimates was presented by the Royal College of General Practitioners.2 It was suggested that in an average population of 2,500 there would be likely to be about I50 households living on supplementary benefit, 6o one-parent families, 25 alcoholics, and 3-4 divorces in any one year. Such estimates, of course, take no account of variations from place to place, nor over time: the I970S have seen a great increase in the numbers of households living on supplementary benefit, and in the numbers of divorces and, consequently, of one parent families.3 Jefferys estimated that 36 -4 per cent of all those consulting their general practitioners did so partly on account of social problems.4 Ratoff and Pearson, discussing the relative frequency with which different problems are brought to general practitioners, suggested that the most common such problem was poverty (3I per cent of all social problems) followed by marital problems ( 17 Some measure of the extent of the problem can be obtained from looking at the phenomenal growth of women's refuges in Britain. From the setting up of the first refuge in I971 the number has grown so that today there are over I40 refuges, most of which are affiliated to the National Women's Aid Federation. The refuges provide safe accommodation for women who have been physically battered or mentally harassed, and try to make available to them whatever support, advice and help they feel they need. No time limits are set on the length of stay so a woman and her children can remain at the refuge for as long as she feels it necessary. '8 However, by the time a woman considers leaving home and going to a refuge the violence will normally have been going on for many years. A woman who is being assaulted by the man with whom she lives will often try to conceal what is happening, sometimes because she feels ashamed of 'her' failure to achieve a 'normal' married relationship, sometimes because she wishes to protect the man who is ill-treating her, sometimes because she thinks that it will be better for the children if the family stays together. When she decides to involve others in her problems there are, broadly, two stages in help-seeking. During the first stage the woman remains at home: she may ask her mother's advice, borrow money from her family, call in the police for
The general practitioner and the problems of battered women xI9 protection, go to a doctor about her injuries, consult a lawyer about possible legal proceedings, or discuss what is going on with her health visitor or social worker. The second and more drastic stage comes when she feels she must leave home, usually taking the children, and find other accommodation: this accommodation may be with friends or relatives, it may be in a rented room, in a Women's Aid refuge, or in temporary accommodation provided by the Housing Department.
A number of different, and apparently contradictory explanations have been put forward to account for the assault of wives by their husbands. One approach sees the problem as an individual one, and as being related to the personal inadequacies of the individuals concerned. It has sometimes been suggested in the popular press that battered women are by nature masochists; no researcher who has investigated the subject has found any support for this hypothesis. However, some researchers have suggested that the cause should be sought in the inadequacies of the violent husband. The study by Faulk of men who had been convicted of wife assault suggested that a majority of the sample could be classified as mentally ill in one way or another.'9 However, other studies have not confirmed this suggestion and it must be remembered that those who are convicted of this crime are a tiny, and probably unrepresentative, proportion of the total population of men who assault their wives. Some researchers have found a link between violence and alcohol: in my own study just under half of the men were said by their wives to be heavy drinkers, and this proportion is similar to that found by Gelles in his study of The Violent Home.20 Gelles concludes his study with an explanation of the problem in terms of learned behaviour and suggests that the role models presented to an individual in his childhood socialise him into an acceptance of violence as a way of dealing with stress, frustration, or threats to personal identity. The research study which is the basis of this paper was carried out in a Women's Aid refuge in a I20 Jan Pahl country town in South East England. Fifty women, all with children, were interviewed during their stay at the refuge, and are to be interviewed again some time after leaving the refuge: the great majority of the women were aged between 20 and 30 and most of their children were quite young: it is often when the children start to notice and to be distressed by what is happening between their parents that the mother decides that it is time to make a determined effort to leave. Most of the women had been physically assaulted for many years by the men with whom they lived, often since their first pregnancy or since the birth of their first child, and most had made previous attempts to leave home, usually going to friends or relatives. One section of the interview was concerned with these previous attempts to get help, and questions were included about the help the woman felt she had received from informal sources, such as her family, her friends and neighbours, and her husband's family, and from more official sources, such as doctors, health visitors, solicitors, social workers and the police. Thus the parts of the interviews concerned with the general practitioner comprised only a part of one section of the interviews.
It is important to emphasise how many-sided the problems of these women usually are. A women with a violent husband can hardly continue to live with him while divorce or separation proceedings are going through the courts; even getting an injunction to protect herself and her children may take many weeks. So if her husband will not leave the matrimonial home the woman herself will have to find other accommodation. She is likely to have many other problems; she may need medical care; she will almost certainly need a source of income; and often she will need protection in case her husband follows her and assaults her again. This problem is one reason why a woman often feels she cannot go to friends or relations; she has learnt from experience that her husband is likely to follow her and destroy the peace of the family which has given shelter to her and her children. Often a woman feels very ashamed of being battered and very confused about what she should do and what help she can expect, so she will need support and advice. Thus a great many agencies could, potentially, be in a position to help-the housing department, the social security office, the social services, the police, the legal profession, the medical profession, the marriage guidance council and others. It is perhaps the essence of this problem that, because it is potentially the concern of so many different people, it can so easily become the concern of nobodyexcept of the woman herself.
In many instances the general practitioner will be the first person, apart from family and friends, to hear about the problem. If the violence continues, it is likely that the general practitioner will also continue to be involved, since if the woman is to prosecute for assault, get an injunction to protect herself, or apply for a divorce or separation using the violence as evidence, she will need a medical certificate to support her case. Thus it seems as though doctors will inevitably find themselves involved in the problems of battered women.
Some gives a bad impression. They don't realise that the woman was woken up from her sleep. I've had the same attitude from doctors. I was taken in one morning at four o'clock and the doctor didn't even speak to me. He had to stitch me and take a nail out of my foot; I was in a state of shock and he never spoke to me-not at all. And of course my feet were all black from running in the main road, and I had my night dress on, and I just thought-it gives the wrong impression.
Of the 50 women who were interviewed, 32 had talked to their general practitioner about their marital problems and about the violent behaviour of the man with whom they were living. (By comparison, 35 of the women had called in the The general practitioner and the problems of battered women I21 police at one time or another, and about 40 had discussed their problems with a social worker). Of the women who had talked to a general practitioner, i8 (56 per cent) said that he or she had been either 'very helpful' or Another source of dissatisfaction was the recognition that the wrong patient was in the consulting room. It was not possible to interview the men who had conumitted the assaults and so nothing can be said about their need for medical treatment; a few of the women mentioned that their husbands had received treatment at mental hospitals, but many more commented that their husbands perceived the violent behaviour as normal. Some general practitioners clearly considered the possibility that it might be more appropriate to treat the man than the woman, but recognising the impossibility of this, seemed to be unable to help the woman either. The following woman was echoed by many others when she said: The doctor recommended psychiatric treatment for my husband-but I was much too frightened to tell him what the doctor had said: Another described how: I used to go to the Health Centre all black and blue, and my legs all black and blue and my knees all puffed up where he had kicked me. But they never bothered. They talked about it, but they didn't do anything to help. Q. What sort of things did they say, A. They just said 'Is he ill in any way, Does he need help ?' I think he does, with these tempers and that, because its not normal, bad tempers as violent as that. And I told them about his violent temper and they said they couldn't do nothing about it. Because they don't like to interfere. Sometimes the husband would go to the doctor with his injured wife, so that she was unable to talk about how the injuries had occurred. As one said: I couldn't talk to him about it. Well, when I used to go and see him usually John was with me anyway. He's very problems; others may see their role more in terms of sending the woman on to other professional helpers.
Nevertheless, because of their physical injuries, battered women will continue to take their manysided problems to their doctors and will continue to hope that they may be helped. It seems that a new generation of general practitioners is coming forward which is increasingly concerned about the profession's wider responsibility for the social welfare problems of patients. Such a widening may have unforeseen implications, as Stimson pointed out in his article on 'Social care and the role of the general practitioner': 'adding a new feature to the role of the general practitioner cannot be discussed without considering the more fundamental question of the way we wish to tackle our medical and social problems.' 28 The problem of battered women raises such issues in an unusually acute form. It is impossible to separate the question of 'treatment' from wider questions, both about the nature of the problem itself, and about the nature of the general practitioner's role. Whether marital violence is 'explained' in terms of the individual, or the family, or in terms of broader social patterns of inequality must affect the way in which the general practitioner approaches the problem. Similarly, whether the general practitioner defines his or her role narrowly or broadly must affect the nature of the help which is offered. Is the doctor responsible for the bruises, or for the patient ? If the answer is that he or she is responsible for the whole patient, the difficulty is that, when the patient is a battered woman, medical treatment is usually only a small part of the help which is required.
